described an entity which bears his name, "the Riddoch phenomenon". He observed that while patients with restricted visual fields from occipital wounds could frequently see moving objects, they could not see stationary ones in the affected fields. Riddoch divided his cases into three categories:
Goldmann perimetry (Fig. I ) revealed a right homonymous hemianopsia to the I2e, III4e, and V4e test objects in both hemianopic fields. In the parts of the defective field where the patient could see a moving target, she could not see the same target if it was not moving (the Riddoch phenomenon). Because of this, further tests (Sunga and Enoch, 1970) as recently developed by one of us (J.M.E.) were carried out.
These tests not only confirmed that the patient exhibited greater sensitivity to a moving test object than to a stable one, but also demonstrated that the dissociation between moving and non-moving test objects was most noticeable in the corridor between the fovea and the blind spot, and that the kinetic field in the right eye had a tendency to contract on repeated testing. A repeat flashing static perimetric test was performed using the test technique recently introduced by Sunga and Enoch (1970) (see Addendum) . The patient experienced rapid loss of sensitivity to stationary flashing targets as a function of time in affected field areas. Comparable findings have been observed in lesions ranging from optic neuritis to occipital abnormalities (a phenomenon believed to be related, in part, to that described by Riddoch).
On the basis of the right homonymous hemianopsia, the positive Riddoch phenomenon, and the gradual progression by history, a mass lesion in the left occipital lobe was suspected. Neurological examination, skull films, and electroencephalogram were all within normal limits. A lumbar puncture was normal except for a cerebrospinal fluid protein of 6o mg./per cent. A left carotid arteriogram revealed a large aneurysm of the internal carotid artery distal to the bifurcation, with an intact posterior cerebral artery coming off the anterior circulation.
Operation A large aneurysm of the left internal carotid (2 X 3 cm.) was noted to be compressing the left optic tract which was described as "thinned and discoloured". As in the arteriogram, there was no evidence of compression of the posterior cerebral artery.
Patient 2, a 38-year-old male, presented with a complaint of decreased visual acuity in both eyes, with greater loss in the right eye. He had first noticed decreased vision in the right eye in I965, when he consulted an ophthalmologist who told him that a "blocked blood vessel" was responsible for the visual loss; and 3 months before he was seen in our office, the vision in the left eye had decreased from 20/20 to 20/30.
Examination
The visual acuity was counting fingers in the right eye and 20/30 in the left. The right pupil exhibited a Gunn phenomenon. Funduscopic examination showed bilateral optic atrophy, much greater on the right side. (Fig. 2) 
Operation
The optic chiasm was displaced by a large tumour mass and the right optic nerve was compressed and thinned. Postoperative Goldmann perimetry (Fig. 3) showed a positive Riddoch phenomenon in both temporal fields to the III4e and V4e test objects. Recent extensive neurophysiological evidence (Hubel, I 967) does, indeed, suggest separate loci for different visual functions in the occipital cortex. Riddoch's sign, however, is not pathognomonic for an occipital lobe lesion, nor does it carry the prognostic significance that Riddoch attached to it-as evidenced by the two patients we have described and the pathology they demonstrated.
One could hypothesize that, rather than demonstrating a separation of function, Riddoch's data demonstrate that the response to a moving test object is more resistant to loss than the response to a stationary target. There may be some relation between the Riddoch phenomenon and previous studies in local adaptation (Bay, I953; Cibis, I947, 1948) and, more recently, in the work of Enoch and Sunga (i969) and Sunga and Enoch (1970) with repeat static perimetric testing in lesions of the optic pathway. Summary Riddoch (I9I7) described the dissociation in perception between stationary and moving objects in patients with occipital lobe lesions from war injuries, and commented on the prognosis of patients with field loss who demonstrated this phenomenon. This communication describes two patients with progressive lesions elsewhere in the visual pathway who demonstrated the Riddoch phenomenon, thus showing that the Riddoch phenomenon is not pathognomonic for occipital lobe or optic radiation lesions.
ADDENDUM
REPEAT STATIC FLASHING PERIMETRIC TEST (Fig. 4) .
In this test (Enoch and Sunga, I969; Sunga and Enoch, 1970 ) the patient is given 5 or more minutes' rest with the eyes closed while sitting in front of a quantitative perimeter. Then, after taking up fixation, he judges the presence or absence of a repeatedly flashing test target located at a predesignated test point in the field. The static threshold is determined again and again for a 5-minute t la lb- 
